INTRODUCTION {#Sec1}
============

The Affordable Care Act (ACA) has led to several key policy changes that incentivize both patients and providers to engage more in preventive care. For patients, the ACA removed cost sharing for a wide range of primary and secondary disease prevention services, and it introduced Medicare annual wellness visits (AWVs) that focus on prevention.^[@CR1],\ [@CR2]^ For providers, Medicare began to offer substantial reimbursement for AWVs and link pay to preventive care quality measures.^[@CR2]--[@CR4]^ But despite these changes, uptake of preventive care services has been slow and few patients take up their full entitlement of disease prevention interventions.^[@CR5]--[@CR10]^

In 2018, accountable care organizations (ACOs) provided health care for over 10% of the US population, with coverage growing steadily since they were first introduced in 2011.^[@CR11]^ ACOs may help improve the uptake of preventive care services among their attributed patients because health care providers working within ACO contracts have greater incentives than under traditional fee-for-service to prevent disease and improve health. Firstly, specific preventive care services are commonly included among the quality metrics for which ACOs are held accountable, and secondly, screening and immunizations may save the ACO money through reduced expenditure on preventable conditions and complications.^[@CR4],\ [@CR12]^ But despite these incentives, how ACOs meet the preventive care needs of their patients remains largely unknown. One study found that Medicare ACOs with high preventive care quality scores had more beneficiaries per full-time equivalent (FTE) primary care provider,^[@CR13]^ and another showed that Medicare ACO patients are 50% more likely to have an AWV than non-Medicare ACO patients.^[@CR14],\ [@CR15]^

In this study, we aim to understand how Medicare ACOs provide preventive care services. We focus on clinical preventive services aimed at primary and secondary disease prevention (for example, vaccinations and screening) and targeting harm reduction from unhealthy behaviors. We used a mixed-methods approach. Using survey data, we compared the characteristics of ACOs that do and do not report having a comprehensive approach to care management and disease prevention. We then conducted interviews with a subset of survey respondents to understand how ACOs deliver preventive care services to their attributed patients.

METHODS {#Sec2}
=======

We used both quantitative and qualitative data. Survey data were used to characterize differences between Medicare ACOs that report taking a comprehensive approach to patient care planning and management, including addressing patients' preventive care needs, and Medicare ACOs that do not. These data provided context for understanding and interpreting telephone interviews with ACO leaders and other associated clinical and managerial staff from a subset of survey respondents. Interviewees were asked about how they manage the care of their patients, including the delivery of preventive services, and focused on patients with complex needs.

Survey Data {#Sec3}
-----------

The National Survey of ACOs (NSACO) was used to describe the organizational characteristics, payment experience, performance, and capabilities of Medicare ACOs taking a comprehensive approach to patient care management, including preventive care.

The NSACO is a web-based survey of all newly formed ACOs (both Medicare and non-Medicare) starting in August 2012. We used data on Medicare ACOs, including Medicare Shared Savings Program participants and Medicare Pioneer ACOs, from the first three waves of the NSACO (October 2012 to May 2013, September 2013 to March 2014, and November 2014 to April 2015); each ACO was only invited to participate in one of the three waves. An executive-level leader (for example, an ACO director or Chief Medical Officer) was invited to participate and the total response rate to the three waves was 64%. A detailed description of the survey and its data has been published previously,^[@CR16]^ and no evidence of non-response bias has been identified for key variables for each of the three waves.^[@CR16]--[@CR18]^ Non-response bias for each wave was tested by comparing the sample distribution of key variables---for example, beneficiary composition, savings, and quality performance---among ACOs who responded to the survey with all ACOs; no differences were observed.

Medicare Centers for Medicaid and Medicare Services (CMS) data from 2015 on ACO size, performance, and financial management was matched to ACOs surveyed by NSACO to identify which surveyed ACOs achieved shared savings and ACOs' mean overall quality score for those reporting in that year. Table [1](#Tab1){ref-type="table"} shows the baseline characteristics of Medicare ACOs that responded to the survey. Survey data were analyzed using Stata, release 15,^[@CR19]^ with response differences assessed using a chi-squared test unless otherwise specified.Table 1Characteristics of Surveyed and Interviewed Medicare ACOsMedicare NSACO respondentsOutreach sample for interviewInterview samplePayer Mix*n* = 297*n* = 50*n* = 18  Any private payer contract48%42%67%  Any Medicaid contract18% (*n* = 289)20%33%  Only Medicare contract44%54%28%  Contract with \> 1 payer56%46%72%Composition*n* = 263*n* = 50*n* = 18  Mean (SD) number of PCPs139 (153)187 (197)189 (157)  Mean (SD) number of specialists294 (472)353 (447)388 (508)  Mean (SD) number of attributed beneficiaries16,237 (14,438)21,003 (22,153)19,185 (15,126)  Beneficiary:PCP ratio (SD)167 (105)113 (115)142 (85)  Mean (SD) number of facilities5.0 (15)5.4 (18)6.6 (12)  Number with a hospital57% *(n = 278)*42%56%Region*n* = 283*n* = 50*n* = 18  Northeast24%16%33%  South37%50%33%  Midwest23%18%22%  West15%16%11%Performance---Medicare  Achieved savings year 125% (*n* = 234)58% (*n* = 45)53% (*n* = 15)  Achieved savings year 231% (*n* = 225)58% (*n* = 45)60% (*n* = 15)  Achieved savings year 340% (*n* = 151)78% (*n* = 32)70% (*n* = 10)  Mean (SD) 2015 quality score92 (9) (*n* = 207)93 (6) (*n* = 44)95 (3) (*n* = 15)The number of ACOs included in each row varies depending on data availability*NSACO* National Survey of Accountable Care Organizations, *PCP* primary care provider, *SD* standard deviation

Of the 297 Medicare ACOs that responded, 283 answered the question: "To what extent are providers engaged in planned and continuous management of patient care?" Medicare ACOs that responded that "comprehensive pre--visit planning, medication management and review, and reminders for preventive care and specific tests are conducted" were compared with those that reported not using a comprehensive approach. As with previous analyses of the NSACO, we describe how each group differs in terms of composition, payment reform and collaboration experience, performance, clinician management, care management capabilities, approach to quality improvement, patient engagement, and use of health information technology.^[@CR20]^ We also analyzed 2015 overall and preventive care quality scores (an average of the eight preventive care quality scores: breast and colorectal cancer screening, influenza and pneumococcus vaccination, and BMI, tobacco, depression, and blood pressure screening^[@CR13],\ [@CR21]^) and success at achieving shared savings in 2015. The measures were chosen because they were hypothesized to be associated with patient care management and preventive care quality.^[@CR13]^ Of note, 29 of the 33 CMS quality measures used in 2015 are unadjusted for patient case-mix, exceptions are the two measures of readmissions and the two ambulatory sensitive conditions admission measures.^[@CR21]^

Interview Data {#Sec4}
--------------

To complement the quantitative data, between February 2018 and June 2018 we conducted 39 semi-structured telephone interviews with ACO leaders and with clinical or managerial staff based at either the ACO or an ACO member organization. Interviewees were executive-level leaders at 18 ACOs. Eleven of the 18 ACOs agreed to additional interviews with clinical or managerial staff in order to gain detail about specific care programs and services. The fifty Medicare NSACO respondents that had achieved shared savings at least once were invited to participate and sixteen agreed (see Table [1](#Tab1){ref-type="table"} for characteristics of invited Medicare ACOs and those who participated). One further ACO contacted us independently to participate, and another agreed to interview following additional invitations sent to ACOs with high CMS preventive care quality scores. All had achieved shared savings.

Interviews lasted for approximately 1 hour and included questions on the ACO's composition, leadership and partnerships, the care of complex patients, relationships between ACOs and participating practices, and future plans. Interviewees were asked if their ACO has "any programs or initiatives aimed at providing care or preventing disease for (1) patients with complex chronic conditions, (2) the frail elderly, (3) patients with mental or behavioral illness, (4) hospital high utilizers, (5) any other patients you consider complex." This paper reports on responses that describe clinical activities related to the primary or secondary prevention of disease, or that aim to reduce the impact of unhealthy behaviors.

Table [1](#Tab1){ref-type="table"} shows ACO characteristics of those interviewed compared with the NSACO sample. The study protocol was approved by Dartmouth College's Institutional Review Board.

All interviews were recorded and transcribed. Transcripts were analyzed using QSR NVivo software.^[@CR22]^ Coding for broad topic areas (such as preventive care) was conducted by three team members; after reviewing three transcripts and reconciling differences in broad topic coding practice, each transcript was coded by two team members.^[@CR23]^ Detailed coding of preventive care themes was done using an iterative process whereby two team members initially coded all data related to preventive care into enablers and barriers, and then again for proposed themes as they emerged. Coding discrepancies were identified and discussed to achieve consensus.

RESULTS {#Sec5}
=======

Survey Results {#Sec6}
--------------

Of the 283 Medicare ACOs responding to the NSACO question about how their providers engage in the planning and continuous management of patient care, 25% reported having "comprehensive pre-visit planning, medication management and review, and conduct reminders for preventive care and specific tests." These ACOs were more likely to have more primary care physicians (PCPs), be physician-led, and have more beneficiaries than ACOs less engaged in planning and continuous patient management (although there was no difference in beneficiary:PCP ratio; Tables [2](#Tab2){ref-type="table"} and [3](#Tab3){ref-type="table"}). Survey results suggest that although these ACOs report higher capabilities in various aspects of care management, performance management, quality improvement, and patient activation and engagement, there was no association with higher overall or preventive care quality scores, or a higher likelihood of achieving shared savings. There was also no difference between the ACO groups analyzed in terms of their participation in different payment reforms, approach to physician performance and compensation, and use of health information technology.Table 2Characteristics and Quality and Savings Performance of Medicare NSACO RespondentsIs comprehensively engaged in patient care planning and continuous management (*n* = 70)Is not comprehensively engaged in patient care planning and continuous management (*n* = 213)*P* value of difference (chi^2^ unless specified)ACO contracts  Medicare only46%44%0.764  Has Medicaid contract17%18%0.915  Has commercial contract49%50%0.862  Medicare two-sided risk6%2%0.095Composition  Mean (SD) number of FTE PCPs216 (289)146 (158)0.013\*  Mean (SD) number of FTE specialists292 (407)227 (376)0.267\*  Mean (SD) 2015 attributed Medicare beneficiaries25,007 (29,755)18,665 (16,762)0.043\*  Beneficiary:PCP ratio (SD)181 (233)221 (420)0.515\*  Physician-led77%53%\< 0.001  Hospital-led0%7%0.028  Has a hospital54%59%0.503  Part of integrated delivery system47%48%0.858Percentage of primary care patient panel covered by ACO contracts  0--24%47%51%0.396  25--49%34%39%  50--74%13%6%  75--100%6%4%Medicare performance  Achieved shared savings in 201523%33%0.167  Mean (SD) 2015 quality score91 (10)92 (9)0.401\*  Mean (SD) 2015 CMS quality score among preventive care domains^[@CR13]^65 (11)67 (11)0.491\**NSACO* National Survey of Accountable Care Organizations, *CMS* Center for Medicare and Medicaid Services, *FTE* full-time equivalent, *PCP* primary care practitioner, *SD* standard deviation\*Denotes use of two-sided *t* testTable 3Experience and Capabilities of Medicare NSACO RespondentsIs comprehensively engaged in patient care planning and continuous management (*n* = 70)Is not comprehensively engaged in patient care planning and continuous management (*n* = 213)*P* value of difference (chi^2^ test)Payment reform and collaboration experience  Bundled or episode-based payments experience34%34%0.957  Patient-centered medical home experience89%83%0.281  Pay for performance experience94%86%0.105  Public reporting experience89%84%0.429  Capitated commercial contracts experience46%47%0.902  Other risk-bearing contracts experience60%57%0.686  Previous close collaboration between participating organizations46%25%0.004Advanced capabilities in quality performance measurement and financial rewards  Actively monitors performance and provides clinician feedback71%42%\< 0.001  Comprehensive and timely financial performance43%24%0.002  Physician quality performance reported and shared78%71%0.250  Physician cost performance reported and shared46%53%0.349  One-on-one physician review and feedback62%63%0.921  Individual physician financial incentives41%40%0.977  Individual non-financial awards25%20%0.383Advanced capabilities in care management  Chronic care management process and programs71%23%\< 0.001  Smooth transitions of care50%15%\< 0.001  Assessing provider quality and cost40%10%\< 0.001  Integrated behavioral health programs31%6%\< 0.001  Patient involvement in care decisions48%14%\< 0.001  Established planning of end-of-life care41%12%\< 0.001Advanced capabilities in quality improvement  Use choosing wisely35%25%0.144  Use evidence-based guidelines97%98%0.793  Program to reduce preventable hospital readmissions59%39%0.003  Standardized processes and guidelines44%13%\< 0.001  Engaged in programs to reduce ambulatory care sensitive admissions63%32%\< 0.001  Assess inappropriate ED use60%38%0.002  Using disease monitoring data76%46%\< 0.001  Measuring patient satisfaction67%44%0.002  Clinician training in QI methods48%21%\< 0.001  Communication across care settings43%20%0.005Advanced capabilities in patient activation and engagement  Most PCPs trained in patient activation and engagement methods69%64%0.517  Most PCPs work with patients to develop treatment plan79%71%0.238  Most high-risk patients engage in care transition program80%72%0.201  Most PCPs offer patients evidence-based decision aids80%67%0.041  Offer all clinicians training in shared decision-making22%4%0.001Advanced capabilities in health information technology  Use of single EHR20%22%0.772  Meaningful use of EHR by majority of PCPs59%55%0.681  Can run predictive risk assessment and stratification47%35%0.093*ED* emergency department, *EHR* electronic health record, *NSACO* National Survey of Accountable Care Organizations, *PCP* primary care practitioner, *QI* quality improvement

Interview Findings {#Sec7}
------------------

Although our quantitative results failed to find an association between reporting comprehensive approaches to care management and higher CMS-reported overall or preventive care quality, our qualitative data show that for those ACOs interviewed, care management was a key mechanism for delivering preventive care services and that performance on quality indicators was an important motivator for their efforts.

Of the 18 Medicare ACOs interviewed, 15 provided information on how they deliver preventive care services. The two key mechanisms used were the Medicare annual wellness visit and closing preventive care gaps, for example, missed screening tests or vaccinations. Interviews provide insights into ACOs' motivations for providing preventive care services, and two key facilitating factors that help to support preventive care delivery are also identified. Table [4](#Tab4){ref-type="table"} summarizes the principal interview findings using this framework.Table 4Preventive Care Activities Used by ACOs, Their Motivations, and Facilitating FactorsAnnual wellness visitsClosing preventive care gapsMechanisms• Delivering the Medicare annual wellness visit• Closing care gaps among targeted patient groups• Closing care gaps through care management and care coordination programs• Closing care gaps as part of routine clinical careMotivations• Doing what is best for the patient• Doing what is best for the patient• Meeting targets• Meeting targets• Achieving patient attribution• Coding disease complexity• Reimbursement opportunityFacilitators• ACO and practice education and training• Use of technology and the electronic health record

### Annual Wellness Visits {#Sec8}

Nine ACOs highlighted the use of AWVs to provide preventive care services. The AWV is a yearly checkup offered by Medicare---with no patient co-pay---to screen for modifiable health risks and provide preventive disease services. It is separate and in addition to an annual physical examination.^[@CR24]^ We identified five motivations of ACOs to conduct AWVs, listed in Table [4](#Tab4){ref-type="table"}.

ACOs were in part motivated by doing what they felt was best for their patient. For example, one ACO leader told us that the AWV is a valuable opportunity to identify their patients' overall care needs for the coming year, to have a conversation "where it's not just a sick visit."

As well as addressing patients' preventive care needs, interviews highlighted four other motivations for delivering AWVs. Firstly, the AWV is used to fill care gaps for preventive care services included within CMS quality outcomes measures, thereby improving quality scores and the proportion of shared savings earned.^[@CR4]^ Secondly, AWV billing codes are recognized as a primary care service by CMS when assigning beneficiaries to a Medicare ACO making the AWV a vehicle for increasing or maintaining patient attribution.^[@CR25]^ An ACO care coordination manager summarized both of these motivations:

"And so you don\'t want your attributions to drop and by getting \[patients\] in for their annual wellness visits, that helps keep them attributed to the practice as well as it gives you that opportunity to address any of the quality measures that CMS is gonna be looking at when they audit to see if, okay, maybe \[patient x\] is due for a mammogram, well this is the time that we can address those and let's get her set up for that."

Thirdly, AWVs present an opportunity for accurately coding patients' clinical conditions (using Hierarchical Condition Category (HCC) risk scores) that are then used to risk-adjust the ACO's benchmark against which CMS calculates savings or losses at the end each year.^[@CR25]^ As one ACO director told us:

"\[Completing the AWV before the physical\] means that everything is nicely packaged up, so we've identified gaps in care, we've tried to close them, we've looked at the RAF \[risk adjustment factor\] scoring, we've done the medication reconciliation, we have provided them with a personalized care plan, their immunization schedule is done."

Finally, CMS offers a relatively high reimbursement rate for AWVs compared to most other primary care services.^[@CR15]^ One ACO leader recognized how important this is to clinicians, describing AWVs as "RVU-rich." This ACO worked to ensure that the electronic health record (EHR) could capture all the information required to complete an AWV and be reimbursed by CMS. A second ACO leader described how their ACO had centralized the organization and delivery of AWVs, removing the responsibility (and billing capability) away from individual practices. This was done to improve the consistency and quality of visits, ensuring that all CMS requirements for billing and performance were met. However, before the program could be fully implemented across all their patients, the ACO leadership had to agree to cover practices' lost potential revenue.

### Closing Preventive Care Gaps {#Sec9}

The second key mechanism used by ACOs is closing preventive care gaps, for example, identifying and addressing missed screening tests or vaccinations, mentioned by 10 of the ACOs interviewed. Responses can be further divided into three groups of activities: activities that target specific patient groups who are known to, or likely to, have gaps in their uptake of preventive care services; closing preventive care gaps as part of care management and care coordination programs; and closing preventive care gaps as part of routine clinical care.

#### Closing Preventive Care Gaps Among Targeted Patient Groups {#FPar1}

Several ACOs discussed how they would actively identify patients with outstanding preventive care needs or would link preventive care services to significant life events or national campaigns. Other ACO leaders discussed how their data systems can be used to generate lists of specific patients with preventive care gaps. These patients are then followed up either by a quality team within the ACO or by the practice.

#### Closing Preventive Care Gaps Through Care Management and Care Coordination Programs {#FPar2}

Care management and care coordination programs typically facilitate or provide support for patients with ongoing or complex clinical needs. The following quote from an ACO leader is a typical example:

"\[The care coordinator\] may be calling just to say, 'You know what, you're overdue for your diabetes visit or \[your physician\] wanted to see you in six weeks instead of three months because you're A1C was elevated.' They're doing a lot of that. They'll do some behavioral activation...They may call up and say, 'Hey, how are you doing with this diet or this exercise program?'"

#### Closing Preventive Care Gaps as Part of Routine Clinical Care {#FPar3}

ACOs also described how preventive care gaps are closed as part of routine clinical care. This was often helped by medical assistants or computer systems prompting clinical staff when gaps exist. For example, one physician told us about their medical assistant who sits in on all routine patient encounters both to act as a scribe and to remind the physician about what payment contract the patient is under and to close relevant care gaps.

The importance of taking a system-level approach to closing preventive care gaps in all aspects of clinical work was emphasized by another ACO leader who told us how their physicians' pay is directly linked to closing care gaps.

#### Motivations {#FPar4}

The motivations for closing preventive care gaps were again a desire to do what is best for patients and to meet performance targets.

### Factors Facilitating Preventive Care Delivery {#Sec10}

Interviews identified two facilitating factors that, if available, can support the delivery of preventive care services. The first is the use of education and training and the second is the use of technology.

#### ACO and Practice Education and Training {#FPar5}

The use of training and education as a way of improving the delivery of preventive care services was mentioned by six of the ACOs interviewed. Most often this meant that ACO staff would provide training to practice staff in circumstances either where the practice was underperforming on a specific preventive care measure or when the ACO leadership wanted to promote a new preventive care initiative:

"\[The quality assistants will\] bring that information \[on underperformance against a specific target\] back to the practice to meet with the practice manager and medical assistants just to show them that they are actually missing some gaps in care. They'll also do remedial training if needed."

Another ACO told us about their annual "practice manager boot camp" where examples of best practice are shared between providers.

#### Use of Technology and the Electronic Health Record {#FPar6}

Eight ACOs mentioned how technology either helps or hinders their delivery of preventive care services. Commonly ACOs reported using a central data warehouse to identify care gaps and then communicated this information to practices using the EHR.

Communication between different clinical providers, and between practices and patients, through either the EHR or an electronic patient portal was also used to identify and address preventive care needs. One physician described how their ACO was using the patient portal to find out if patients had received specific preventive health services:

"we had a list of our patients who had open gaps, and were able to send emails, portal messages to these patients, asking them... we'd just like to get some dates on some of your preventive health and through that campaign...they would respond. It would automatically go into our electronic medical record and close the gap."

Conversely, an inadequately functioning EHR can also be a barrier to identifying which patients need specific preventive care services. For example, an ACO practice transformation coach told us how the EHR in some practices was not appropriately recording patients who were undertaking fecal immunochemical testing as an alternative to colonoscopy for colon cancer screening, meaning that patient screening records and practice quality scores were not accurate.

DISCUSSION {#Sec11}
==========

In this study, we used quantitative and qualitative data to gain insights into how ACOs approach the delivery of preventive care services. Our interviews suggest important opportunities for improving care arising from the mechanisms used by ACOs and their motivations.

Our quantitative results indicate that Medicare ACOs who report that their providers are comprehensively engaged in patient care planning, including using reminders for preventive care, are also likely to rate themselves as having higher capabilities in various aspects of care management, performance measurement, and quality improvement. However, contrary to our expectations, reporting higher capabilities in these areas was not associated with achieving higher preventive quality scores or shared savings.

Our interview data, however, suggest that those working in ACOs that have achieved shared savings believe that similar mechanisms---care management programs, physician performance measurement, and closing care gaps (through reminders, for example)---are important for delivering preventive care services. The lack of association in the quantitative data could be explained by limitations of CMS quality measures and the challenges of achieving shared savings, or that additional mechanisms to those identified in the NSACO are also necessary to improve preventive quality scores and achieve shared savings. Our interview data provide possible examples of such mechanisms: such as increasing the uptake of AWVs (ACO uptake was just 30% in 2015, and AWVs can increase screening and vaccination rates^[@CR14],\ [@CR26]^) and implementing a more comprehensive system-wide approach to closing gaps in preventive care service use across the patient population (to specific patient groups, through care programs, and as part of routine care). Furthermore, it may be helpful for ACOs to identify whether their use of practice education and the EHR (as identified previously^[@CR13]^) supports or hinders this work. ACO motivations for addressing patients' preventive care needs identified in our interviews also provide insights for how CMS (and other payers) might motivate ACOs to change behavior---for example, through changing quality outcome measures or reimbursement rates.

Our results (except for the Medicare-specific AWV) are likely to be applicable to all payers and to patients with differing levels of complexity. Indeed, 13 of the 18 ACOs interviewed had ACO contracts outside of Medicare, and quality outcomes from other payers often include preventive care domains.^[@CR27]^ And although incentives may differ, the mechanisms and facilitators that we identify may also be relevant to other managed care organizations.

Aside from closing preventive care gaps through care management and care coordination programs, interviews identified few mechanisms specifically addressing the preventive care needs of clinically complex patients despite this patient group being a focus of the interview. Instead, mechanisms were applicable across the entire ACO patient population. This may be because ACOs find that preventive care service uptake among patients with complex needs is already adequately addressed or because there is not a strong enough incentive for ACOs to develop more preventive care programs specifically targeting this patient group. Such programs are likely to be resource intensive, focusing on secondary rather than primary prevention (for example, behavioral interventions to reduce complications among patients with diabetes); as such, they may be less appealing to ACOs. Given that vulnerable, disabled, and minority patients (who are more likely to have complex clinical needs) use fewer preventive services and have more limited access to ACOs than less vulnerable patients, failing to target clinically complex patients may exacerbate inequalities in preventive care delivery.^[@CR14],\ [@CR28]--[@CR30]^ Conversely, for some patients with complex needs---in particular those with limited life expectancy---providing certain preventive care services such as invasive screening may be clinically inappropriate.^[@CR31]^

Among those interviewed, the motivations for ACOs to engage in preventive care activities were a combination of doing what is best for patients and meeting business priorities including risk adjustment scores and meeting quality targets. Therefore, payers should be aware that the choice of how to structure payments and what quality measures to use can have significant implications for ACO behavior. Additionally, more consideration should be given to non-financial motivators such as timely publication of performance data or using patient-reported outcomes.^[@CR32]^

This study has limitations. Survey results are limited by sample size (although response rate was 64% with no evidence of response bias) and by potentially inaccurate responses because results are self-reported---the potential impact of this on results is not known. We were unable to fully adjust our survey results for patient case-mix, which may be confounding our quantitative results. Our interview sample included a heterogeneous group of ACOs in terms of geographic region, size, and mix of ACO contracts; however, findings may not be generalizable to all ACOs. For example, we do not know if the mechanisms to address preventive care needs identified through our interviews are lacking among ACOs that have not achieved shared savings---this would be of interest to explore in future research. Interviewees were asked about how they provide care to patients with complex needs rather than to all attributed patients; although our findings are largely applicable to all patients, we may not have been told about every activity or approach taken to providing preventive care services. We also do not know if mechanisms and motivations might differ between ACOs with different socio-economic or demographic patient profiles. And although interviewed ACOs described how they are addressing disease prevention, we do not have data on the effectiveness of these approaches---either in terms of their financial benefit or impact on quality scores. A useful follow-up study would be to explore the mechanisms and motivations identified in this study in more detail, in particular identifying possible barriers to their implementation.

This study identifies how some Medicare ACOs are addressing the preventive care needs of their patient population. Findings regarding the mechanisms used by ACOs and their motivations are relevant to other ACOs wanting to increase the delivery of preventive care services, and to payers wanting to influence ACO behavior.
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